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This Plan of Correction 

constitutes our allegation of 

compliance.

 K0000A Life Safety Code Recertification 

and State Licensure Survey was 

conducted by the Indiana State 

Department of Health in 

accordance with 42 CFR 483.70(a).

Survey Date:  05/31/12

Facility Number:  001203

Provider Number:  155516

AIM Number:  N/A

Surveyor:  Amy Kelley, Life Safety 

Code Specialist

At this Life Safety Code survey, 

Parkview Memorial Hospital - CCC 

was found not in compliance with 

Requirements for Participation in 

Medicare, 42 CFR Subpart 

483.70(a), Life Safety from Fire 

and the 2000 edition of the 

National Fire Protection 

Association (NFPA) 101, Life Safety 

Code (LSC), Chapter 19, Existing 

Health Care Occupancies and 410 

IAC 16.2.

The fully sprinklered Parkview 

Memorial Hospital - CCC is 

located on the fifth floor East and 
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West Wings of a nine story 

hospital of Type I (332) 

construction with a basement.  

The facility has a fire alarm system 

with smoke detection at the 

corridor smoke barrier doors, 

areas open to the corridor and in 

all the resident rooms.  The facility 

has a capacity of 28 and had a 

census of 27 at the time of this 

survey.

Quality Review by Robert Booher, Life Safety 

Code Specialist-Medical Surveyor on 06/06/12.

The facility was found not in 

compliance with the 

aforementioned regulatory 

requirements as evidenced by the 

following:
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NFPA 101 

LIFE SAFETY CODE STANDARD 

Generators are inspected weekly and 

exercised under load for 30 minutes per 

month in accordance with NFPA 99.     

3.4.4.1.

Plan of Correction F 01441.  On 

June 1, 2012, Facilities contacted 

vendor and obtained quote to 

install EStop System for 5 

Generators,2.  On June 1, 2012, 

Facilities obtained P.O. 

#PF365493 to initiate the 

installation of the EStop System 

via W W Willaims, vendor. 

(Exhibit #1)3.  The vendor will 

complete the installation of the 

EStop System by June 15, 

2012.4.  The Facilities Director or 

designee will ensure the EStop 

Sytem is functional via quarterly 

quality checks.

06/15/2012  12:00:00AMK0144Based on observation and 

interview, the facility failed to 

ensure 5 of 5 emergency 

generators were equipped with a 

remote manual stop.  LSC 7.9.2.3 

requires emergency generators 

providing power to emergency 

lighting systems shall be installed, 

tested and maintained in 

accordance with NFPA 110, 

Standard for Emergency and 

Standby Power Systems.  NFPA 

110, 1999 edition, 3-5.5.6 

requires Level I installations shall 

have a remote manual stop station 

of a type similar to a break-glass 

station located outside the room 

housing the prime mover.  NFPA 

37, Standard for the Installation 

and Use of Stationary Combustion 

Engines and Gas Turbines, 1998 

Edition, at 8-2.2(c) requires 

engines of 100 horsepower or 

more have provision for shutting 

down the engine at the engine and 

from a remote location.  This 

deficient practice could affect all 

occupants.
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Findings include:

Based on observation with the 

Director of Facilities, Facilities 

Manager and the Facilities 

Supervisor on 05/31/12 during a 

tour of the facility from 12:15 

p.m. to 2:45 p.m., the facility did 

not have a remote manual stop for 

the emergency generators.  Based 

on an interview with the Director 

of Facilities, Facilities Manager 

and the Facilities Supervisor at 

1:30 p.m., the facility was aware 

of this requirement but had not 

yet employed a contractor to do 

the installation.    

3-1.19(b)  
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